Spontaneous pneumoperitoneum is the presence of free air in abdominal cavity, usually related with hollow organ injury. It is considered idiopathic if there are no causes identified. We present a woman's case, with no important comorbidities, who went to the Emergency Department for abdominal pain with inespecific caractheristics, with main finding of pneumoperitoneum after studies. Through radiologic Evaluation we ruled out intestinal structural compromiso and managed her case in a conservative manner with success.
Introduction
Pneumoperitoneum is the presence of free gas in the peritoneal cavity, outside the hollow viscera, and its finding is always abnormal. The main diagnostic method is standing chest radiograph in which is possible to identify a radiolucent image just inferior to the diaphragm. Its most common cause is perforation of hollow viscus that generates peritonitis (1) . However, there is a subgroup of patients whose presentation is not compatible with acute abdomen or is related to a surgical cause (iatrogenic) and is therefore considered spontaneous pneumoperitoneum. Another subgroup of patients is defined as idiopathic if no cause is identified after in-hospital studies (2) .
Pneumoperitoneum is the presence of free gas in the peritoneal cavity, outside the hollow viscera, and its finding is always abnormal. The main diagnostic method is chest standing radiograph in which is possible to identify a radiolucent image just inferior to the diaphragm. Its most common cause is perforation of hollow viscus that generates peritonitis (1). However, there is a subgroup of patients whose presentation is not compatible with acute abdomen or is related to a surgical cause (iatrogenic) and is therefore considered spontaneous pneumoperitoneum. Another subgroup of patients is defined as idiopathic if no cause is identified after in-hospital studies (2) .
Case report
A 60-year-old woman consulted to the emergency department for 24 hours of intermittent abdominal pain, moderate intensity, located mainly in the epigastrium but spread to the rest of the upper abdomen, mild postprandial exacerbation, related to 2 emetic episodes. The patient described a feeling of distension in the same location. She informed similar episodes of self-limiting pain for 6 months. In outpatient setting, she had a digestive endoscopy 4 months ago, without definite diagnosis. She had smoking history of 15 packs / year, cholecystectomy 8 years ago, without other pathological or surgical events. In systems review, a decrease in the number of stools was identified, without weight loss, melena or fever. At the physical examination, vital signs were normal, she was not pale or dyspneic, without positive findings in the sensory or thoracic organs. In abdominal examination, inspection and auscultation were normal; slight pain was generated with epigastric palpation, without identifying signs of peritoneal irritation and not reproducing the pain that made her consult.
We decided to rule out intestinal obstruction and took an abdominal standing radiograph ( Figure 1A ), that showed a radiolucent region inferior to both hemidiaphragms, suggestive of pneumoperitoneum. We took a chest x-ray for better visualization (Figure 1B). She was hospitalized by the general surgery department. In the interrogation, the patient denied having suffered trauma or any other procedures, other than the aforementioned endoscopy. Hemogram, electrolytes, arterial blood gases and serum lactate were normal; coproscopy no showed occult blood. We took a contrast-enhanced abdominal tomography with a General Electric equipment of 16 multidetectors (Figures 2A and 2B ) and identified a pneumoperitoneum chamber without contrast leak points. During her hospitalization, she had absolute diet and antispasmodic management with improvement of symptoms (Figure 3). Her oral tolerance was tested successfully. In outpatient control she reported sporadic episodes of mild self-limited pain and chest radiograph kept showing a pneumoperitoneum chamber without changes. 
Discussion
Spontaneous pneumoperitoneum can be produced by thoracic causes such as pulmonary abscesses, chronic obstructive pulmonary disease, complications of mechanical ventilation, bronchopleural fistulas; abdominal causes such as intestinal pneumatosis, abdominal abscesses and infections, intestinal obstruction; pelvic causes as uterine rupture, postcoital state and postpartum exercises (2-5). See Table 1 .
Approximately 90% of spontaneous cases are explained by gastric or duodenal perforations (1), however we had no findings suggestive of those in this case. In the review by Mularski et al (6) they found that most common cause was iatrogenia with a proportion of 25% due to endoscopic procedures. Please recall that patient had an endoscopy 4 months earlier, was already symptomatic by the time and notice no change in pain characteristics after the procedure. It would only make sense if assumed that pneumoperitoneum did not cause her symptoms and resulted as a benign complication of endoscopy.
Another possible explanation is that pneumoperitoneum was secondary to constipation, as in the case reported by Yamana et al (7) , in which the tomography showed abundant fecal matter in colon and the exploratory laparotomy had no findings; however, that case showed clear acute course, in contrast to our case.
As mentioned, some diseases and pelvic trauma can also produce pneumoperitoneum. In the case reported by Shapey et al (10), they documented pneumoperitoneum in a patient diagnosed with pyometra. They suspected air leaking through the vaginal cavity or anaerobic metabolism from microorganisms as possible causes. In our case, no gynecological symptoms or imaging findings suggestive of this origin were documented. Table 2 shows all cases reported in last 10 years of pneumoperitoneum and its probable or confirmed causes. Other idiopathic cases have been reported in which conservative management was successful, given the absence of pain or signs of acute abdomen (8) . In our case, discharge was decided without endoscopic or surgical interventions for same reason. 
Conclusion
Although some authors recommend urgent surgery in all cases (9), we believe that expectant management and laboratory/imaging studies in the emergency department are prudent in cases without signs of peritoneal irritation and patients with good general state. Also having in mind the burden of morbidity and possible complications of a laparotomy.
